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Mapping an appropriate health
promotion approach for crèches
in an informal settlement
Abstract: Background: People living in informal settlements
in South Africa experience the double burden of poverty and
ill health. Wallacedene, an informal settlement was
highlighted in the media as being a socially and otherwise
deprived community, with many accompanying health
problems. Aim: It was against this background that this study
was conducted to gain a better understanding of the health
and oral health status of children attending crèches in
Wallacedene. It was designed to inform the mapping of an
appropriate approach to develop a health promotion
programme for crèches. Method: Baseline data were
collected through oral and general health examinations, site
observations, a structured questionnaire and interviews with
key people working with the children at two crèches. Results:
The results indicate poor oral and general health. Gingival
inflammation (82.8%), caries (81.5%), and moderate to
abundant plaque deposits (95.7%), fungal infections (33.9%),
runny nose (51.4%), lymphadenopathy (45.7%) and itchy skin
(5.7%) were found. Caregivers were not well informed about
oral health. However, they were enthusiastic to engage in
new interventions. The community was impoverished; public
health interventions were limited with minimal resources such
as health centres and voluntary service providers. The limited
resources were not coordinated and did not adequately
address the health and educational needs of the
children. Conclusion: A multi-sectoral approach focusing
on community development is an appropriate approach
to address the needs of crèche children in this community.
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Globally, ill health in developing countries are attributed to so-
cio-economic factors, poverty, lack of resources and support
structures, inequity in health care delivery, inaccessibility to
treatment, lack of education, and the impact of urbanization.
This is particularly evident in South Africa, a country recover-
ing from decades of an unjust political system (1).
Oral diseases are an important public health problem in
South Africa (2). The reasons for their importance are, their
high prevalence, public demand for emergency treatment,
and their impact on individuals and society in terms of pain,
discomfort, social and functional limitation and handicap,
and the effect on people’s quality of life. Research has long
documented that poor oral health status is as a result of
self-infliction. ‘If only people would practice better oral
hygiene, consume less sugar, eat healthy food, buy fluoride
toothpaste, and be more interested in their children’s teeth,
…. (3). This view creates the impression that one’s oral
health is primarily dependent on individual lifestyle choices
and that these choices are within one’s reach. By describing
oral health in such individual terms, the social context gets
hidden (3).
Dental caries and gingivitis are common oral diseases
found in young children. The National Children’s Oral
Health Survey of South Africa reported a high prevalence of
dental caries (82.3%) in 5-year olds in the Western Cape
Province (2). Studies have shown that health and oral health
is evidently worse in low socio-economic areas (4, 5) simply
because people may not have the resources to deal with oral
diseases (6). According to Lalloo (1), health services are also
often least accessible and of poorer quality in disadvantaged
areas where they are most needed. Bor et al. (7) reported that
children living socio-economic disadvantage have a higher
rate of service utilization, more chronic health problems and
poorer dental health.
When one considers the fact that oral problems are progres-
sive in nature and the impact it has on quality of life especi-
ally in poorer communities, it is imperative that interventions
are developed that are appropriate to the population con-
cerned. A major lack of success of oral health promotion may
be the attempt to build oral health services that are separate
and additional to the health care structure (8).
Therefore, in developing health promotion initiatives in
informal settlements, it is critical to investigate the socio-eco-
nomic status of the community, their current health status,
type and extent of current interventions and resources that are
available for community development.
Background
Wallacedene is an informal settlement located 25 km from the
city of Cape Town and is home to 8500 families, approxi-
mately 20 000 people per square km. Almost half of this popu-
lation are children. Their socio-economic and health conditions
were first brought to public attention on a local investigative
television programme in South Africa (9).
Of the basic health necessities, people were in great need
of appropriate shelter. Homes were made up from tin, wood
and plastic sheets. There was lack of adequate safe water,
sanitation, waste removal, food, employment, health services
and support (Figs. 1 and 2). Wallacedene is situated below
the water table; flooding is frequent and the poor drainage
Fig 1. Women folk washing clothing in stagnant water.
Fig 2. A typical home environment.
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system leads to stagnation of water. This water was at times
used to drink, bath, cook or washing clothing. The eight
water taps from a single pipe and few toilets placed in 2002,
are no longer functional because of high public use. Water is
now collected from a distance and the ‘pit latrine system is
used. Health problems are many, ranging from fungal infec-
tions to AIDS (9). There is a Primary Health Care (PHC)
facility about 2 km away and a child health clinic situated in
the settlement. The informal crèches initiated by the commu-
nity do not meet the government requirements for formal
registration and thus are not subsidized by government. Reli-
gious voluntary organizations have feeding programmes tar-
geted primarily at children.
This study evolved from questioning our obligation as health
workers, especially in areas where health services are lacking,
to highlight the plight of disadvantaged communities on a pro-
fessional and public level. Our aim was to collect baseline data
to inform the mapping of an appropriate approach to develop a
health promotion programme in crèches in Wallacedene.
Methodology
The study included a convenience sample comprising of chil-
dren at two crèches (n ¼ 60 at each crèche), their caregivers
(n ¼ 5 at each crèche), a voluntary social worker and an oral
hygienist (Fig. 3). Only children present on the day of exam-
ination were included. An oral examination was conducted to
record the decayed, missing and filled teeth; the presence or
absence of gingival inflammation and plaque deposits and their
extent; and any soft tissue lesions. A mouth mirror, tongue
depressor, disclosing tablets and natural light was used. A gen-
eral examination for the presence of visible sores and infec-
tions on the body was included.
A structured questionnaire for crèche caregivers assessed
their: knowledge, attitude, behaviour and practices about oral
health, current oral health programmes and their interest in an
expanded oral health programme. Interviews and general
observations gave further insight into the above topics.
Results
The response rate for the children at the two crèches was 60%
(n ¼ 38) and 50% (n ¼ 32) respectively. All the caregivers
(n ¼ 10) responded. Children’s ages ranged from 2 to 6 years
(mean: 3.9). The oral examination revealed a range of decayed
teeth from 1 to 17 (mean ¼ 4), gingival inflammation (82.8%),
caries (81.5%), and moderate to abundant plaque deposits
(95.7%) and minimal ulcers on the lips. The general examina-
tion found fungal infections (33.9%), runny nose (51.4%),
lymphadenopathy (45.7%) and itchy skin (5.7%).
The questionnaire revealed the caregivers knowledge of
oral diseases. Gingival inflammation was associated with ‘very
hot or cold things; dental caries was associated with not
brushing or too many sweet things; healthy teeth were a
result of a healthy diet. Children received fruit, sandwiches
with jam, cakes, biscuits, milk and fruit juice daily. Care-
givers educated the children on health and oral health using
drawings, storytelling and role-playing. They did not examine
the children’s mouths. They were positive about having oral
health education as part of their programme and very inter-
ested in an expanded programme, if offered. Caregivers
reported high absenteeism and that the classroom facilities
were inadequate. The ventilation was considered to be
poor and toilet facilities were common to the rest of the
community.
The only interaction the crèches had with other service
providers was the voluntary social worker. The social worker
serviced the area on a voluntary basis and frequently visited
the crèche children to perform first aid. The oral hygienist
reported that she had contact with the community only
when the residents visited the dental clinic at the PHC
facility.
The caregivers, social worker and some community mem-
bers reported that residents did not generally feel comfortable
visiting the PHC facility. Although the community felt the ser-
vice was accessible, they perceived it to be unacceptable and
unavailable because of the negative attitude of staff towards
them. Observations in the environment revealed that nothing
has changed since the television broadcast. Squalor, overcrowd-Fig 3. Children in the crèche.
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ing, alcohol abuse, ill health, and lack of food, housing and ser-
vices were evident.
Discussion
The status of this community is summarized by Feuerstein
(10): ‘the most vulnerable in a population are those for whom
multiple deprivations converge, such as lack of food, shelter,
safe drinking water, health care, education and employment.
They suffer from lack of assets, items and opportunity for
which land and money can provide. This is a condition of
absolute poverty and vulnerability. For such people, the chal-
lenges of daily survival are endless and achieving a reasonable
standard of health is difficult. The lack of basic hygiene facil-
ities and health care services largely determines the general
and oral health of these children.
The high plaque scores appears to contradict the report of
daily brushing at one crèche, suggesting that this school
activity is not performed daily. It further suggests that, daily
oral hygiene, is not practised by the majority of the children.
The fact that all children have at least one carious tooth
with some having almost all their primary teeth carious at
this early age is a matter of concern. It clearly shows that
the oral health of this small sample reflects the dental status
of the child population of the province. Pain and function
were not assessed in this study, yet the high prevalence of
rampant caries suggests that many children may have com-
promised dental function and acute or chronic dental pain.
Absenteeism from crèches may be a further indicator of how
their compromised oral health status impacts on their general
well being. This may result in limited opportunity for learn-
ing and the children’s development may be further compro-
mised.
Crèche personnel report to providing education on health,
life skills and daily brushing. The level of care they provide is
dependent on their knowledge and skills, and the resources
they are able to access. In the oral health component, care-
givers educate children about dental caries and gingivitis, and
the prevention thereof. However, their oral health literacy is
poor with a lack of clarity about the causes and prevention of
caries and gingivitis which are two major problems found
amongst the crèche children. Considering their living con-
ditions, social problems and general health problems, these
children may experience oral health problems associated with
malnutrition, trauma and systemic conditions, conditions of
which caregivers may not appear to be aware. Thus, caregivers
may not have the knowledge to educate the children and may
not understand the implications of oral problems that children
report to them. They may further provide inaccurate informa-
tion resulting in children adopting the health beliefs of care-
givers.
The crèche programme, and general enthusiasm for outside
involvement including expanded oral health interventions
shows a commitment to improve the care provided at these
facilities. It is reflected in the type and extent of their daily
activities to obtain maximum benefit to the children. The edu-
cational strategies such as storytelling and role-play, is very
appropriate for this age group and generally used at crèche
level. This again shows how activities mirror those in formal
crèches and the broader society. The overcrowding at both crè-
ches does not create an environment conducive to learning,
and may promote antisocial behaviour further exacerbating
their already challenging environment. Absenteeism may also
be the result of the inadequate infrastructure making the crè-
ches an environment that is no different from home. The lim-
ited public sector input makes it more difficult for these
crèches to function when compared with registered formal crè-
ches, further disadvantaging them.
The lack of coordination in community and other structures
means that the limited resources are not being effectively util-
ized. Religious organizations and voluntary workers have tar-
geted this area to help alleviate the destitution that they
observed in community. The vision of the donors are centred
on providing sustenance from a compassionate view, which in
essence does not make these services sustainable but rather
creates a sense of dependency. Hence, the responsibility of
government in first, acknowledging informal settlements and
secondly, in providing appropriate health and education, can-
not be over emphasized.
South Africa has adopted the PHC approach (11). This in
essence means that basic health services that are scientifically
sound, culturally appropriate, available, affordable and access-
ible should be made available to all citizens. Within the
healthcare system, children under 6 years and pregnant women
have access to free health and oral health services. Despite the
fact that legislation intended to reduce inequities in health-
care, the caries prevalence in the children is high and no den-
tal services are offered in the settlement. The limited basic
services and the perceived inaccessibility of these services may
compound many problems faced by this community.
The existence of an informal settlement with all the accom-
panying health and social problems within the proximity of a
major city as Cape Town raises the question of the responsibil-
ity of civil society in reducing inequity. The use of the media
to highlight their plight and advocate for change has yielded
little response from government; and a general sense of indif-
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ference from the broader public, further contributing to their
sense of alienation. Changing the environment is a factor lar-
gely outside the control of the health professional. Therefore
an innovative health promotion intervention is required to sup-
port the crèche community in enhancing the well being of the
children. Interventions focusing solely on behaviour change
would therefore be inappropriate and of limited value.
Community development, participation and the integrated
services approach have become the essence of health promo-
tion (3). It is well documented that when people are part of
the planning and implementation of programmes, there is
greater chance of positive change (12). The community partici-
patory approach was shown to be useful and feasible to address
oral health concerns in communities not reached by traditional
dental health and health promotion initiatives (13). The exist-
ence of the crèches, their enthusiasm to engage with new
interventions and the resources although limited makes this
approach very possible in Wallacedene.
Based on the findings, the ‘settings approach in health pro-
motion is proposed. This approach is centred on environments
and social groupings of people rather than disease and symp-
toms. It encourages community, multidisciplinary and multi-
agency participation and an emphasis on PHC (11). The goal
would thus be to create healthier crèches. The first step would
be to form a community forum of all stakeholders including
school community members, caregivers, local authorities, ser-
vice providers in the area and volunteers, to consolidate
resources and develop a vision for healthier crèches. The
forum would then need to brainstorm the issues that they are
faced with and use their combined skills to set appropriate and
reasonable targets for change. Such collaboration will require
individuals and groups to form a common agenda while leaving
some leeway to pursue their own visions. This will require a
change of attitude and behaviour of all stakeholders as this
study shows that agencies, professionals and other stakeholders
operated mainly in isolation of one another.
The five action areas identified in the Ottawa Charter (14)
may guide the process. The first is to strengthen community
action. The school community in conjunction with the commu-
nity forum can identify its needs, priorities and best ways to
meet these needs within the constraints of their resources.
The second is to create a healthy physical and social environ-
ment. This may include improving the physical facilities such
as the building, sanitation and play area; and working towards
a more supportive relationship between the school community
and other role-players. The third is to develop the personal
skills of caregivers, parents, children and service providers.
These may include the skills required by all involved to real-
ize the vision of a healthier crèche such as life-skills, basic first
aid, doing a basic oral examination, health and oral health liter-
acy; building skills, gardening and teaching oral health care.
Community members/caregivers can be educated about pre-
vailing health problems specific to the community and trained
to initiate health programmes. The fourth is to reorientate
health services to be more sensitive to community needs and
to provide culturally accepted services. Immunization, family
planning, dental care and other services can be provided at the
settlement and crèches as a mobile clinic. PHC staff can visit
the crèches for dental and health screening and educate care-
givers and parents about prevailing health problems and pre-
vention. The fifth is to develop healthy policies to entrench
the action areas described annual dental and health checkups,
daily hygiene practices as part of the crèche curriculum, a
healthier and affordable food selection at crèches, regular
meetings of the community forum amongst others. Effective
health promotion tools might involve advocacy to alert govern-
ment to appropriate issues and for different agencies to work
towards common goal; mediation between different groups as
stakeholders may not agree on policies or interventions; and
enablement by improving structures and continuously build
capacity of the community and stakeholders.
The skills and resources developed may be transferred to
other groupings in the community and so create a ripple effect
on the rest of the settlement. This approach is more likely to
empower those in authority, and to include community devel-
opment and inter-sectoral collaboration; thus it is be more
likely to be sustainable.
Conclusion
For most people in the world today, every step of life from
infancy to old age is taken under the twin shadows of poverty
and inequity, and under the double burden of suffering and
disease. For many, the prospects of longer life may seem more
like a punishment than a gift (15).
Although Wallacedene is a reflection of a deprived commu-
nity, community development is evident by virtue of the crè-
ches being created out of community needs (Fig. 4). This in a
sense mirrors the activities that are practiced in the broader
society. It clearly shows the community’s capacity to define its
needs and take action.
The results of this study show that there is a need of appro-
priate intervention. The thinking around interventions should
thus be to empower and enhance what is being done. Whilst
public health interventions are limited, this community has
access to resources such as health centres, voluntary services
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and caregivers who are motivated to make improvements in
the crèches. However, this is not adequate and highlights the
responsibility of government in providing appropriate health
care and education.
Governments have a responsibility for the health of their
people that can be fulfilled only by the provision of adequate
health and social measures as part of development in the spirit
of social justice (16, 17). As health care workers and educators,
our responsibility is to ensure that health promotion is ade-
quately and appropriately planned and executed. In addition
they should be, effective, economically and practically feasible.
If this is not done, we run the risk of programmes paying lip
service to public health problems and not effecting change
(18). Therefore a multi-sectoral approach focusing on commu-
nity development is an appropriate approach to address the
needs of crèche children in this community.
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